. The diagnosis of myocardial infarction was based on the same criteria as proposed by Lawrie et al. (I967) . The duration of the infarction was estimated from the history (onset of severe pain) and by a significant rise of the serum transantinase levels, within a I2-hour period. Patients whose infarction was judged to have occurred more than 24 hours before admission were excluded.
The cardiogram was registered with an inkwriting needle at a paper speed of 6* mm. per second, by means of a Sanborn Viso Gardiette, Model 52.
Results
Clinical observations The entire series consisted of I9 women and 8i men. Thus the frequency of myocardial rupture appeared significantly higher among the women (4/I9 = 21%, 5/8i =6%). All patients who eventually died of a myocardial rupture were initially classified as having mild infarctions on the basis of clinical evaluation. All were without congestive cardiac failure or hypotension. All patients were treated in the conventional way with bed-rest, salt restriction, analgesics, sedatives, and oral anticeagulants. Digitalis, anti-arrhythmic agents, and a and fi sympathomimetics were given where necessary. 
I4cm. 350 ml.
iI Ii Of the 9 patients with cardiac tamponade, 6 showed similar electrocardiographic events. The slowing of the sinus rhythm and the nodal rhythm was probably a vagal effect due to stretching of the pericardial sac by the sudden outpouring of blood. The peculiar temporary return to sinus rhythm may be explained by a temporary relaxation of the pericardial sac. Presumably when the entire space was filled and cardiac contraction was seriously impaired a nodal rhythm resumed. The question may be raised whether this sequence is a typical pattern with predictive value.
Case 8 with rupture of the left ventricular free wall and sinus tachycardia followed by ventricular tachycardia was the only one to be resuscitated: the rupture may have been caused by the heart massage.
Observations on 6 patients who went into 
